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Abstract
Early mortality among youth in the United States has 
prompted research to determine precipitating causes. It is 
believed that health-related behaviors are learned early in 
life and persist into adulthood. During the developmental 
period of adolescence, coping behaviors which may have 
positive or negative effects on teens' lives are adopted. 
These behaviors predispose adolescents to preventable 
premature death, disease, and social problems. The 
purpose of this descriptive study was to replicate and 
expand the research done by St. Lawrence and Brasfield 
(1991). This replicated survey expanded the population to 
include adolescents in Grades 7 and 8, ages 12 to 14 years. 
The research question was what is the prevalence of health- 
risk behaviors among Mississippi's adolescents? The sample 
consisted of 224 students in Grades 7 through 12 from two 
schools in rural Southwest Mississippi. The Youth Risk 
Behavior Survey was utilized to identify adolescent 
behaviors. Descriptive statistics were used to analyze the 
data. The findings of this study indicated that Mississippi 
adolescents engage in a variety of health-risk behaviors 
which are similar in prevalence to findings of St. Lawrence 
and Brasfield (1991). However, adolescents in this current
vi
study ranked higher in four of the six categories reviewed: 
intentional injuries (15%), substance abuse (10%), poor 
dietary practices (65%), and sexual practices (8.5%). The 
frequency of occurrence of these health-risk behaviors among 
seventh and eighth graders was equal to, and in some 
instances higher than, those students in Grades 9 to 12.
The researcher concluded that the prevalence of health-risk 
behaviors in Mississippi adolescents is similar to those 
found in the St. Lawrence and Brasfield study, including 
early, middle, and late adolescents. Implications for 
nursing include assessing adolescents for health-risk 
behaviors and intervening through health education, 
counseling, and screening. Nurse practitioners need to be 
advocates for the development of health education programs 
which involve adolescents, parents, and teachers. 
Recommendations for further research include the replication 
of this study with a larger population of Mississippi 
adolescents and the development of health-promotion disease 
prevention programs conducted by the nurse practitioner for 
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Early mortality among youth in the United states has 
prompted research to determine precipitating causes. Causes 
which have accounted for 68% of all the deaths for teenagers 
and young adults, under the age of 25, include motor vehicle 
accidents, unintentional injuries, homicide, and suicide. 
Additionally, alcohol and drug abuse has been associated 
with these four causes (Kolbe, 1990) and contribute to the 
leading causes of death for all age groups as 60% of all 
deaths are attributable to cardiovascular disease and 
malignant tumors (Kolbe, 1990). Provocation for death among 
youth has been considered to be potentially preventable 
since the notable contributing factor has been engagement in 
health-risk behaviors by this age group (Kolbe, 1990;
Kulbok, Felton, & Montgomery, 1988; Perry & Murray, 1982).
Introduction to the Problem
Adolescence has represented a time of experimentation 
and initiation into adult behavior patterns (Kulbok et al., 
1988; Perry & Murray, 1982). During this developmental 
phase adolescents have adopted coping behaviors which have 
positive and/or negative effects on their lives. These
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behaviors have put adolescents at risk for preventable 
premature death, disease, and social problems (Feldman, 
Hodgson, Corber, & Quinn, 1986; Fisher, Schneider, Pegler, & 
Napolitan, 1991; St. Lawrence & Brasfield, 1991). Research 
relevant to these behaviors has been negligible. Only one 
national survey addressed this overwhelming problem (Center 
for Disease Control (CDC], 1991a, 1991b, 1991c, 1991d,
1991e, 1991f, 1992a, 1992b). Following the recommendations 
of this study, St. Lawrence and Brasfield (1991) extended 
the survey into Mississippi’s school system. However, 
neither study included youth in early adolescence.
Therefore, the purpose of this study was to replicate the 
research done by St. Lawrence and Brasfield and include all 
adolescents--early, middle, and late--ages 12 to 19 years.
The Mississippi Department of Education conducted a 
study in May of 1990 to measure the extent and prevalence of 
health-risk behaviors among Mississippi's adolescents in 
Grades 9-12 ages 15 to 18 years. The behaviors studied were 
(a) unintentional and intentional injuries, (b) tobacco use, 
(c) drug and alcohol use, (d) sexual practices that lead to 
pregnancy and STDs, (e) dietary behaviors, and (f) physical 
activity (St. Lawrence & Brasfield, 1991).
The survey was conducted in 27 schools throughout 
Mississippi. Participants were randomly chosen to 
participate in this study. The sample consisted of 4,494
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adolescents, which was equivalent to an 83% response rate. 
The instrument used was the Youth Risk Behavior Survey.
The findings clearly and consistently document that 
adolescents in Mississippi are a generation at risk of both 
life-threatening and health-comprising behaviors (St. 
Lawrence & Brasfield, 1991). Some of the risk-taking 
behaviors the study revealed concerning Mississippi youth 
have been presented by categories identified by the 
researchers as follows;
Unintentional injuries. Forty-eight percent of 
Mississippi adolescents do not wear seat belts. Thirty-one 
percent of adolescents who ride motorcycles do not wear 
helmets, and 49% who ride bicycles do not wear helmets.
Intentional injuries. Twenty-six percent of 
adolescents carry a weapon each month. Twenty-three percent 
of adolescents in Mississippi reported they had considered 
suicide within the past 12 months. Fourteen percent 
developed a plan for suicide. Ten percent of the 
adolescents actually attempted suicide, and 3% required 
medical attention following the suicide attempt.
Tobacco, drug, and alcohol use. Seventy-one percent of 
adolescents have used cigarettes, with 28% reporting current 
cigarette use. Thirty-four percent have tried smokeless 
tobacco, and 11% reported current use. Eighty-two percent 
of adolescents have used alcohol. Fifty-five percent 
reported alcohol use within the past month. Twenty-six
4
percent of Mississippi adolescents have used marijuana and 
5% cocaine.
Sexual behaviors. Seventy-three percent of adolescents 
reported being sexually active, while 33.6% reported 
engaging in sexual intercourse with four or more sexual 
partners. Sixty-one percent of Mississippi's adolescents 
are sexually active by the age of 15 years. Eighteen 
percent of adolescents used no form of contraception, and 
36% of adolescents do not use condoms. Six percent of 
adolescents had been treated one or more times for STDs.
Dietary behaviors. Sixty-seven percent attempt to 
alter their weight by skipping meals. Seventy percent 
reported fried foods in the daily diet, and 4 0% will consume 
no fruit or vegetable in a typical day's diet.
Physical activity. Thirty percent engage in no 
physical exercise over a 2-week period, and 72% of these 
high school students do not participate in physical 
education classes.
St. Lawrence and Brasfield's (1991) findings presented 
a representative picture of the habits and health risks of 
adolescents in Mississippi. The researchers concluded that 
there was a significant prevalence of health-risk behaviors 
among adolescents of Mississippi for each of the six 
categories. Although this study documents the health-risk 
behaviors of Mississippi adolescents ages 15 to 19 years, it
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failed to address the prevalence of health-risk behaviors 
among early adolescents ages 12 to 14 years.
Perry, Griffin, and Murray (1985) state that health- 
related behavior patterns are learned during childhood, 
consolidate in adolescence, and then persist into adulthood. 
Therefore, research that focuses on identifying health-risk 
behaviors among early adolescents ages 12-14 years has been 
warranted.
Significance to Nursing
The health-risk behaviors experimented by adolescents 
have been of major concern to the Family Nurse Clinician 
(FNC) in practice. This researcher has postulated that the 
FNC can impact health promotion and disease prevention among 
adolescents through health education, counseling, and 
appropriate screening. The majority of risk factors 
associated with adolescent health problems is behavioral in 
nature; therefore, interventions aimed at educating teens 
about methods for reducing such risks are appropriate and 
desirable. Adolescent health education directed toward 
current health behaviors of youth will impact behaviors that 
have long-term consequences for their health (Hubbard & 
Young, 1988).
Empirical identification of the prevalence of health- 
risk behaviors (potential stressors) will provide the FNC 
with data that will be the foundation for implementation of 
primary preventive care for the adolescent, thereby
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facilitating optimal wellness through maintenance of the 
client system stability (Neuman, 1985). Teens already 
displaying risk-taking behaviors or in an area where a high 
number of other youth are participating in risk-taking 
behaviors will required more than education alone. In this 
high-risk environment the intervention must go beyond 
education to include in-depth counseling and support. 
Counseling interventions are those in which the client 
receives information and advice regarding personal behaviors 
(e.g., diet) to reduce the risk of subsequent illness or 
injury (United States Preventive Service Task Force, 1989) . 
Youth identified to be at high risk need positive 
alternatives to alcohol and drug abuse, teenage pregnancy, 
and lifestyles conducive to violence (United States 
Department of Health and Human Services, 1991).
Many clinical preventive services are performed by the 
FNC and include screening tests or examination procedures 
used to identify clients requiring special interventions to 
reduce risk of illness or injury. This study has provided 
the basis for directing the FNC to behaviors that are 
significant to adolescent health promotion and adolescent 
disease prevention.
Data generated from the examination of youth health- 
risk behaviors in this study will further support and expand 
knowledge about the prevalence of health-risk behaviors.
7
Conclusions will provide guidance for FNC practice in health 
promotion and disease prevention.
Theoretical Framework
The nursing theory utilized in this study was the 
Neuman Systems Model. The Neuman Systems Model views a 
primary focus of nursing as defining "appropriate action in 
stress-related situations or possible reactions of the 
client or system" (Neuman, 1989, p. 11). In this study, 
Neuman's model was used to explore the health-risk behaviors 
of adolescents. The concepts of this theory that related to 
this study were client system, flexible line of defense, 
primary prevention, and health.
According to the Neuman Systems Model, the person is 
defined as a client/client system that is a composite of 
physiological, psychological, sociocultural, developmental, 
and spiritual variables. The client system is viewed as an 
open system in interaction with the environment. The five 
variables are interrelated and function harmoniously. The 
client system consists of a central core. The basic 
structure of this core includes factors such as normal 
temperature range, genetic structure, ego structure, organ 
strength, and weakness. The core is surrounded by three 
concentric rings. The concentric rings represent three 
mechanisms that protect the basic structure (Neuman, 1989). 
The outermost ring surrounding the basic core is the 
flexible line of defense. This mechanism "consists of those
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forms of protection that can be augmented through specific 
health-protecting and health-promoting behaviors" (Gilles, 
1989, p. 127). This line prevents stressors from invading 
the client system, maintaining the client system stability 
(Neuman, 1989).
Primary prevention is the action required to retain 
client system stability. Primary nursing interventions 
include identifying actual client stressors that could cause 
such reaction and " . . .  attempt to reduce the possibility 
of the client's encounter with stressor or strengthen the 
flexible line of defense to decrease the possibility of a 
reaction when the stressor is encountered" (Neuman, 1989, p. 
73) .
Preventing illness by increasing the client's potential 
for wellness through health education and counseling is 
better facilitated when the risk for hazard from a stressor 
is known. Clients are provided with information to maintain 
or strengthen existing client system strengths, thereby 
promoting health and preventing illness.
Neuman's primary prevention modality was chosen for 
this study because of its health-promotion component. A 
client's wellness potential can be increased if stressors 
are identified and invasion prevented. The six categories 
of adolescent health-risk behaviors, (a) unintentional and 
intentional injuries, (b) drugs and alcohol use, (c) 
unprotected sexual intercourse, (d) tobacco use, (e) poor
9
diet, and (f) inadequate physical activity, are potential 
stressors on the adolescent system. These behaviors have 
the potential to threaten penetration of the flexible line 
of defense and/or weaken the flexible line of defense.
Thus, stressors are able to penetrate the flexible line of 
defense, causing disease and/or death. Penetration can be 
prevented by education, counseling, and screening the 
adolescents related to those identified stressors (health- 
risk behaviors).
Statement of the Problem
Limited research has been conducted other than St. 
Lawrence and Brasfield (1991) which examines the health-risk 
behaviors of adolescents but failed to examine those 
behaviors in early adolescent period. Therefore, the 
problem for this study was to further explore risk behaviors 
of early, middle, and late adolescents.
Research Question
This study addressed the question: What is the
prevalence of health-risk behaviors practiced by adolescents 
who live in Mississippi?
Definition of Terms
For the purpose of this study, terms were defined as 
follows :
Health-risk behaviors: Behaviors that contribute most
to adverse health and social outcomes are (a) behaviors that
10
result in unintentional and intentional injuries; (b) drug 
and alcohol use; (c) sexual behaviors that result in HIV 
infection, other sexually-transmitted diseases, and 
unintended pregnancy; (d) tobacco use; (e) dietary 
behaviors; and (f) physical activity.
Adolescents ; In this study adolescents denotes those 
students ages 12 to 19 years in middle school and high 
school living in Southwest Mississippi.
Prevalence: Frequency with which the adolescent
selects a category. Findings are expressed in percentiles.
Assumptions
The basic assumptions of this study were identified as 
follows :
1. Adolescents, regardless of origin, race, 
socioeconomic background, or geographical location, engage 
in health-risk behaviors.
2. Health-behavior patterns established in adolescence 
are maintained for life unless efforts are made to change 
the patterns.
3. Stressors and health-risk behaviors are universal 
and identifiable.
4. If stressors are identified, the FNC is able to 
reduce risks and achieve optimal wellness.
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Purpose of the Study
The purpose of this study was to replicate the research 
done by St. Lawrence and Brasfield (1991) and include all 
adolescents— early, middle, and late--ages 12 to 19 years.
Summary
St. Lawrence and Brasfield (1991) studied middle and 
late adolescents'(ages 15 to 19 years) health-risk 
behaviors. Early adolescents, ages 12 to 14 years, were not 
included in the survey. Research that targets early 
adolescence, ages 12 to 14 years, is needed.
Chapter II 
Review of the Literature
Health promotion among adolescents has become a target 
area for several governmental agencies and for research 
groups and school health educators. Adolescent health is 
especially linked to behavior (Hubbard & Young, 1988). The 
following selected review of literature addresses behaviors 
that contribute significantly to the known causes of 
premature death, illness, and social problems in 
adolescents.
Five studies have been discussed in this review of 
literature. Data from these studies supported the belief 
that common health-risk behavior among youth (adolescents) 
include smoking, alcohol and drug use, unprotected sexual 
activity, poor dietary habits, inadequate physical activity 
(Center for Disease Control, 1990; St. Lawrence & Brasfield, 
1991). Three studies supported the growing belief that 
health-risk behaviors tend to cluster together in certain 
vulnerable adolescents. Those risk behaviors are smoking, 
alcohol and drug use, and sexual intercourse.
In 1990 the Center for Disease Control (CDC) conducted 
a national school-based youth behavior survey to monitor how 
priority health-risk behaviors among high school students
12
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increase, decrease, or remain the same over time. The study 
was in response to the growing concern of significant 
morbidity, mortality, and social problems during both 
adolescence and adulthood in the United States. The 
research question was what are priority health-risk 
behaviors among youth in the United States?
The sample consisted of 11,631 students in Grades 9 to 
12 representing 50 states, the District of Columbia, Puerto 
Rico, and the Virgin Islands. The Youth Risk Behavior 
Survey (YRBS) questionnaire was developed by the CDC and 
utilized in this study. The survey focused on six 
categories of behaviors that contribute most to health 
problems among adolescents. Those behaviors are injuries, 
tobacco use, alcohol and drug use, unprotected sexual 
behaviors, improper dietary behaviors, and inadequate 
physical activity. The YRBS was self-administered by 
students in Grades 9 to 12 during a 45-minute class period. 
The survey administration procedure was designed to protect 
students* privacy and allow for confidentiality. 
Participation was voluntary and students were selected 
randomly (using a stratified random sample). One class 
period was used for administration of the 75-item, multiple- 
choice questionnaire. The survey was administered by 
specially trained field staff. Teachers were not directly 
involved in survey administration and remained outside the 
classroom except when required by law or prevailing local
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practices. Students submitted answers on an optically 
scannable sheet (Scantron) containing no personal 
identifiers. Scantrons were individually sealed in 
envelopes and placed in a collection receptacle. Data were 
analyzed utilizing descriptive statistics.
The following results summarized the prevalence of 
various health-risk behaviors of youth in Grades 9 to 12 as 
identified by the CDC. These findings are presented by 
categories used in the survey.
Unintentional Injuries
Students responded to the prevalence of three behaviors 
that reduce the risk for injuries from motor vehicle 
crashes : safety belt use, motorcycle-helmet use, and
bicycle-helmet use. Less than one fourth (24%) of all 
students in Grades 9 to 12 always used safety belts when 
riding in a car or truck driven by someone else. An 
additional 23% of these students used safety belts most of 
the time, and 13.4% reported never using safety belts. Use 
of safety belts did not vary significantly by sex, 
race/ethnicity, or grade. Among students who rode 
motorcycles, 57.9% wore motorcycle helmets always or most of 
the time. Among students who rode bicycles, 2.3% of 
students wore bicycle helmets always or most of the time.
Use of bicycle helmets did not vary significantly by sex, 
race/ethnicity, or grade (CDC, 1992a).
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Intentional Injuries
Nearly 2 0% of all the students reported they had 
carried a weapon at least once during the 30 days preceding 
the survey. More male students (31.5%) than female students 
(8.1%) reported having carried a weapon. Of the students 
who reported having carried a weapon during the 30 days 
preceding the survey, 25% said they did so once, 32% two or 
three times, 7.4% four or five times, and 35.5% six or more 
times.
An estimated 71 weapon-carrying incidents occurred per
100 students per month. Knives or razors were reported to
be carried more often than clubs. Most students who 
reported firearms carried handguns (CDC, 199Ig).
Suicide
The survey revealed 27.3% of all students in Grades 9
to 12 reported that they had thought seriously about
attempting suicide in the 12 months preceding the survey. 
Those who had made a specific plan to attempt suicide were 
16.3%. About half the students (8.3%) who made a specific 
plan reported that they actually attempted suicide. Two 
percent of the respondents reported making a suicide attempt 
that resulted in an injury or poisoning requiring treatment 
by a doctor or nurse. A significantly greater number of 
female students over male students reported that they had 
thought seriously about attempting suicide, had made a 
suicide plan, or had attempted suicide on one or more
16
occasions during the 12 months preceding the survey (CDC, 
1991b).
Tobacco, Alcohol, Marijuana, and Cocaine Use
More than one third (36%) of all students in Grades 9 
to 12 reported tobacco use during the 30 days preceding the 
survey. Cigarette use was the most prevalent form of 
tobacco used (32.3%) with 10.1% of students using smokeless 
tobacco. The prevalence of tobacco use was significantly 
greater among male students (40.4%) than among female 
students (31.7%). Tobacco use increased by grade with 31.1% 
of students from the ninth grade to 41.2% of 12th grade 
students. Thirteen percent of students reporting tobacco 
use used cigarettes frequently. Among 12th grade students, 
the prevalence of frequent cigarette use (17.7%) was almost 
twice that among ninth grade students (9.9%) (CDC, 1991d).
When asked about the use of alcohol, marijuana, and 
cocaine, 81% of all students in Grades 9 to 12 had consumed 
alcohol in their lifetime, and 58.5% had consumed alcohol at 
least once during the 30 days preceding the survey. Male 
students (62.2%) were significantly more likely than female 
students (55%) to have consumed alcohol during the 30 days 
preceding the survey. Students in Grade 12 were more likely 
to have had a drink of alcohol in their lifetime (92.4%) and 
to have had a drink of alcohol during the 30 days preceding 
the survey (65.6%) than were students in Grade 9 (82.6%, 
respectively).
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Almost one third (31.4%) of all students had used 
marijuana at least once, and 13.9% had used marijuana during 
the 30 days preceding the survey. Students in Grade 12 were 
significantly more likely to have used marijuana during the 
30 days preceding the survey than were students in Grade 9 
(20.6% and 9.5%, respectively).
Cocaine had been used at least once in 6.6% of all 
students in Grades 9 to 12, and 2.1% had used cocaine during 
the 30 days preceding the survey. Significantly more 
students in Grade 12 used cocaine in their lifetime (9.3%) 
and during the 30 days preceding the survey (2.3%) than 
students in Grade 9 (3.6% and 1.1%, respectively) (CDC, 
1991d).
Sexual Behaviors
Students were assessed for the prevalence of sexual 
intercourse, contraceptive use, and sexually-transmitted 
diseases (STD). Engagement in sexual intercourse was 
reported by 54.2% of all students. During the 3 months 
preceding the survey, 39.4% reported having had sexual 
intercourse. Of students who were sexually active, 77.7% of 
females and 77.8% of male students used some form of 
contraception during their last sexual intercourse. Four 
percent of all students participating reported having had an 
STD. Among currently sexually-active students, 49.4% of 
male students and 40% of female students reported that they
18
or their partners used a condom during the last sexual 
contact (CDC, 1992b).
Dietary Behaviors
Data regarding body-weight, perceptions, and selected 
weight management goals and practices revealed that male 
students were significantly more likely to consider 
themselves either the right weight (68.8%) or underweight 
(16.5%) than were female students (58.5% and 7.2%, 
respectively). Female students were significantly more 
likely to report currently trying to lose weight (43.6%) 
than were male students (15.3%). Female students were 
significantly more likely than male students to report 
having exercised or skipped meals for weight management 
during the 7 days prior to the survey or over (CDC, 1991c).
Physical Activity
The prevalence of self-reported enrollment, attendance, 
and participation in physical education classes by students 
was examined. Fifty-two percent of females and 43% of males 
reported that they were not enrolled in physical education 
classes. Of students who daily attended physical education 
classes during the past 2 weeks, about one third (33.2%) 
reported exercising 20 minutes or more three to five times 
per week. Almost one fourth (23.4%) reported that they did 
not exercise 20 minutes or more during any physical 
education class (CDC, 199le). The researchers concluded
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that adolescents have a high rate of health-risk behaviors 
related to safety, tobacco use, drug and alcohol use, sexual 
behaviors, physical activity, and dietary patterns.
The CDC study served as the stimulus for the 
Mississippi survey on youth health-risk behaviors. Both 
studies along with this current research focused on issues 
related to mortality, morbidity, and social problems in 
adolescence. This current study, however, included not only 
middle and later adolescent subjects, aged 15 to 19 years, 
but also early adolescents, aged 12 to 15 years.
A 3-year longitudinal study of lifestyle and patterns 
of health and social behavior of adolescents aged 14 to 19 
years was studied by Kulbok, Felton, and Montgomery (1988). 
The aim of this national study was to examine the patterns 
of association among three categories of behaviors; health 
habits, risk behaviors, and social activities. The problem 
that motivated this research was the identification of 
harmful behaviors during adolescence that lead to premature 
disease. The research question was what are the 
interrelationships among a range of health habits (adequate 
sleep, dental behaviors, and safety belt use), risk 
behaviors (smoking and the use of alcohol or drugs), and 
social or leisure activities (participation in sports and 
watching television). The sample was nonrandom with 2,787 
respondents (14 to 19 years of age) taken from a 20-center 
program of consolidated physical and mental health services
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for adolescents. The sample was defined as high-risk youth 
because they were urban dwellers and clients of inner city, 
public, and primary care clinics.
The design consisted of two personal interviews 
conducted by professionals one year apart. The sampling for 
the first phase was done by solicitation of clients in order 
of their arrival at their program site. The interviews were 
conducted on site either at the point of contact or at a 
later mutually agreed upon time. The interviews were 
structured, lasted approximately 50 minutes, and youths were 
individually interviewed. Interviews conducted during the 
second phase were dependent upon tracking of individuals 
interviewed during the first phase. The researchers were 
unable to locate 12% of youths initially interviewed.
Tools utilized were the Diagnostic Interview for 
Children and Adolescents (DICA), National Institute of 
Mental Health's Diagnostic Interview (DIS), and questions 
directed toward social and leisure activities. Factor 
analysis and multidimensional scaling were used to determine 
empirical patterns among the social and health-related 
behaviors. Analysis demonstrated two major modes of 
behavior: health-promoting and health-compromising.
The health-promoting behaviors included eye 
examination, dental examination, physical examination, 
participation in hobbies, teeth brushing, safety belt use, 
extracurricular classes, passing grades in school, and
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reading for fun. The adolescent health-compromising 
behaviors were drug use, lack of birth control, carrying a 
weapon, sexual activity, fighting, and alcohol and tobacco 
use.
The recommendations suggested by the researchers were 
primary prevention and further studies that focus on 
childhood and adolescent. Youth in primary care setting 
whose health behavior choices included the more detrimental 
risk behaviors (i.e., drug, alcohol and tobacco use, sexual 
activity, with and without contraception, carrying a weapon, 
and fighting) are an appropriate target for prevention 
strategies during adolescence. Because adolescents do not 
relate these risk behaviors to negative health outcomes, 
this justifies reasons for primary prevention strategies. 
Such prevention strategies are hindered by limited knowledge 
of childhood predictors of adolescent risk behaviors. 
Therefore, the researchers recommended further longitudinal 
and developmental studies of the natural history of health 
and health behaviors in children and adolescents.
Another study conducted to evaluate attitudes and 
health-risk behaviors among adolescents was Fisher, 
Schneider, Pegler, and Napolitan (1991). The purpose of the 
study was to determine whether adolescent females with 
abnormal eating attitudes display lower levels of self­
esteem and higher levels of anxiety than their peers.
Another intent of the study was to determine whether these
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adolescents participated in health-risk behaviors to a 
greater or lesser degree than their peers. A series of 
questionnaires was administered to 268 females (M = 16.2 
years) attending a suburban high school in New York State. 
The questionnaires included data on health-risk behaviors 
and weight attitudes, an Eating Aptitudes Test, a self­
esteem scale, and an anxiety inventory.
The Division of Adolescent Medicine and Behavioral 
Pediatrics was invited to deliver a series of lectures on 
eating disorders in a local suburban high school. The 
invitation was issued by the physical education faculty who 
were concerned that several of their students were overly 
concerned about being overweight when in fact students were 
underweight. The Division of Adolescent Medicine and 
Behavioral Pediatrics presented seven consecutive classes in 
May 1988 to females. Grades 9 to 12, attending gym classes. 
Prior to each class, students were asked to complete four 
questionnaires: (a) data on health-risk behaviors (i.e.,
whether they currently used tobacco, drugs, or alcohol; 
whether had been sexually active and how many total 
partners), (b) the Eating Attitudes Test (EAT) by Garfunkel 
and Garner (1982), (c) the Rosenberg Self-Esteem Scale, and 
(d) the State-Trait Anxiety Inventory for children. Data 
were analyzed using Spearman-rank correlation and multiple 
linear regression.
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Results indicated a significant difference between 
adolescent concerns about being overweight and their actual 
weight. Based on reported data, 67% of students weighed 
within 10% of ideal body weight, yet 26.5% considered 
themselves to be normal weight. Twenty percent weighed less 
than their ideal, while 10% considered themselves to be 
underweight. Thirteen percent of all students surveyed 
weighed more than ideal body weight, yet 52.3% of these 
students described themselves as a little overweight and 
additionally 11% of students described themselves as very 
overweight.
Students identified as having misperceptions in weight 
displayed unhealthy behaviors as reflected in their high 
scores on the EAT. On the EAT, 18% scored 30 or greater 
(suggestive of an eating disorder) and an additional 23% 
scored 20-29 (consistent with many abnormal attitudes).
The researchers noted that the adolescents with high 
EAT scores participated in a greater amount of cigarette 
smoking, marijuana use, other drug use, alcohol use, and 
sexual activity. Forty-three percent reported smoking 
daily, 39% indicated they drank alcohol at least a few times 
per month, 35% reported they used marijuana at least a few 
times per month, 35% reported they used marijuana at least 
several times per year, 11% had tried other drugs, and 47% 
had been sexually active. Also, it would appear that those 
adolescents with low self-esteem and/or high anxiety would
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be at risk for participating in series of health-risk 
behaviors.
The researchers recommended that those who treat 
adolescents may find it useful to evaluate the eating 
behaviors and attitudes of their high-risk clients and 
screen for the presence of other health-risk behaviors, such 
as marijuana use, other drug use, alcohol use, and sexual 
activity. This study identified similar health-risk 
behaviors demonstrated among their sample (improper weight 
management, cigarette smoking, alcohol use, drug use, and 
sexual activity with more total partners) as those being 
surveyed by this researcher.
Health promotion and treatment programs for adolescents 
must be tailored to the unique concerns and needs of that 
population. A community-based assessment of health care 
needs of adolescents was studied in Canada (Feldman,
Hodgson, Corber, & Quinn, 1986). The purpose of the survey 
was twofold: (a) to obtain data about the health concerns
and behaviors of a diverse cross-section of adolescents in 
that area and (b) to solicit specific information relevant 
to the management of a youth clinic of Eastern Ontario.
This descriptive survey used a random sample of 1,000 
adolescents between 13 and 20 years of age residing in the 
Ottawa-Carleton area; of the 1,000 subjects, 729 responded. 
The instrument was designed to solicit information on 
demographic characteristics, health care practices, health
25
concerns, personal problems, and the use of health care 
resources. The questionnaires were mailed to the subjects, 
with phone reminders if no immediate response was received.
Data were analyzed using the chi-square and ANOVA. The 
level of significance was set at .01. A major finding of 
this study was that adolescent health concerns reported were 
mostly about chronic conditions, such as acne (47%), 
menstrual disorders (32%), nervous/emotional problems (25%), 
dental problems (26%), being overweight (26%), and eye 
problems/vision (22%). Although health-related behaviors 
were rated high, adolescents who were smoking cigarettes 
(26%), drinking alcoholic beverages (49%), using 
recreational drugs and having sexual intercourse (22%), 
regularly or once in a while, the number of respondents who 
perceived such behaviors as health risk was low (1-2%).
Only 35% of girls who reported being sexually active also 
indicated they had sought birth control. Significantly more 
girls (35%) than boys (15%) smoked. Emotional and social 
problems thought to be of importance to adolescents were 
school (36%), family (32%), making or keeping friends (12%), 
sexual matters (8%), drugs (2%), and alcohol (2%).
This study provided information needed to deliver to 
adolescents health care and health promotion relevant to 
their needs, health concerns, emotional and social problems, 
and health-related behaviors. The researchers also 
recommended the need for research to further study the
26
increased concern of adolescents about such problems as acne 
and recurrent abdominal pain that can often be treated 
successfully.
Feldman et al.'s (1986) study revealed these health- 
risk behaviors among Canadians age 13 to 20 years: smoking
cigarettes, drinking alcoholic beverages, using recreational 
drugs, and having sexual intercourse. These health-risk 
behaviors are included in this researcher's youth risk 
survey among Mississippi youth ages 12 to 19 years, along 
with behaviors that result in unintentional and intentional 
injuries, dietary behaviors, and physical activity.
The Minnesota Heart Health Program conducted a needs 
assessment survey in three north central communities among 
the youth to identify those existing behavior patterns of 
children and adolescents that might place them at increased 
risk for chronic disease. The needs assessment not only 
focused on existing behaviors but skills related to the 
targeted behaviors and environmental influences (Perry, 
Griffin, & Murray, 1985).
The 49-item needs assessment survey was developed in 
1981 by a study group on youth health programs and consisted 
of a nutritionist, exercise physiologist, educator, 
evaluator, and two graduate students. The survey assessed 
students' eating and exercise patterns, skills related to 
healthful eating and exercise environmental influences that
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provide opportunities or barriers to healthful eating and 
exercise patterns.
The needs assessment survey was administered to 1,203 
students in two communities in May 1981 (I-E) and May 1982 
(II-E). The communities will be referred to as I-E and II- 
E . The sample consisted of randomly selected classes from 
Grades 4 to 11. Ten classes were chosen from each grade 
level. The survey was administered by trained staff from 
each community in the selected classroom and took from 30 to 
45 minutes to complete.
Students in both communities reported food choices, 
food preferences, and food related skills that reflect 
generally unhealthful eating patterns. A majority of food 
choices were higher in either fat, salt, or sugar. Females 
chose more healthful food-related patterns at all ages.
Male adolescents had the lowest scores for food choices, 
food preferences, and food-related skills. The findings 
regarding physical activity patterns revealed students in 
both communities, on the average, reported 4-5 hours a week 
of activity outside the school. Boys of all ages reported 
more outside physical activity than girls. Students from 
community I-E (37%) and 56% in community II-E reported 
having their own personal exercise program (aerobic exercise 
done at least three times a week for at least 20 minutes 
each). The data revealed a relatively low percentage of 
students involved in out-of-school aerobic activity and a
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trend toward lower participation in physical exercise in 
high school.
The researchers recommend future studies involving 
lower income and racially mixed groups. It was also 
recommended to do a retest of a small subsample in each 
community to provide increased reliability of the survey 
items.
Summary
A review of the literature revealed that health-risk 
behaviors among adolescents include (a) intentional and 
unintentional injuries, (b) drug and alcohol use, (c) 
tobacco use, (d) poor dietary habits, and (e) inadequate 
physical activity and unprotected sexual intercourse.
Further research regarding health-risk behaviors was 
recommended for adolescents and children. The focus of such 
studies should include (a) replication in other geographic 
locations, (b) primary preventive strategies, and (c) 
longitudinal and developmental research.
Chapter III 
The Method
The purpose of this replicated study was to explore the 
health-risk behaviors that are practiced among adolescents 
ages 12 to 19, thus incorporating a younger population in 
the survey than the study done by St. Lawrence and Brasfield 
(1991).
Design of the Study
The research design selected for this study was a 
descriptive survey. The purpose of descriptive research "is 
the accurate portrayal of the characteristics of persons, 
situations, or groups and the frequency with which certain 
phenomena occur" (Polit & Hungler, 1991, p. 643).
Utilization of this design facilitated the identification 
and determined frequency with which adolescents * health-risk 
behaviors occurred.
Variables. The health-risk behaviors of interest 
in this study are those cited as the most prevalent 
categories among adolescents which cause premature death, 
illness, and social problems (Kolbe, 1990). These variables 
included (a) intentional and unintentional injuries, (b) 
drug and alcohol use, (c) tobacco use, (d) poor dietary
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habits, (e) insufficient physical activity, and (e) 
unprotected sexual intercourse as identified on the Youth 
Risk Behavior Survey. Controlled variables included the 
geographic location and age of the sample. Intervening 
variables may have been honesty in answering questions and 
understanding of the questions.
Research question. The research question which 
directed the study was what is the prevalence of health-risk 
behaviors practiced by adolescents who live in Mississippi?
Limitations.
1. Limiting the sample to a rural school district in 
Mississippi prevents generalizations to other adolescents.
2. Limiting the sample to adolescents prevents 
generalization to other age groups.
Setting, Population, and Sample
The school systems within rural Southwest Mississippi 
furnished the setting for this project. The total number of 
school districts was four, and the total number of students 
enrolled was 3,537. The town, located in Southwest 
Mississippi, is made up of all socioeconomic classes with 
Black and Caucasian races most dominant. The population 
ranged from age 0 to 17 years (30%) to 18 to 44 years old 
(37%). The population for this study included adolescents 
ages 12 to 19 years who were enrolled in the 7th through 
12th grades. A convenience sample of 224 subjects for each 
grade level was obtained from two schools. A total of 450
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consent forms was sent out at the middle school and 123 
(36.5%) forms were returned. A total of 120 consents was 
sent out at the high school with 106 (88.3%) returned.
On the day of testing 5 students were absent from the 
high school, so 101 were surveyed. In all, 123 were 
surveyed in the middle school. The total of 224 subjects 
are represented as follows: 7th grade, 76; 8th grade, 56;
9th grade, 22; 10th grade, 26; 11th grade, 21; and 12th 
grade, 32.
Methods of Data Collection
Techniques/instrumentâtion. Data were collected using 
a 75-item, multiple choice Youth Risk Survey (see Appendix 
A ) . The Youth Risk Survey was developed by the Center for 
Disease Control in 1990. The tool describes six priority 
health-risk behaviors including: (a) behaviors that result
in intentional and unintentional injuries; (b) drug and 
alcohol use; (c) tobacco use; (d) sexual behaviors that 
result in HIV infection, other sexually-transmitted 
diseases, and unintended pregnancies ; (e) dietary behaviors; 
and (f) physical activity. This survey has been developed 
for use among high school students. The questionnaire was 
designed to be read at the 7th grade level.
This questionnaire took 20 to 25 minutes to complete. 
Five or 10 additional minutes were needed for giving 
instructions and collecting data.
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The Youth Risk Survey was developed by CDC (1990) and 
has been tested extensively on a state and national level.
Procedure. Permission to conduct the study was 
obtained from the principals of two school districts and 
four schools (see Appendix B). Permission was obtained from 
the Committee on Use of Human Subjects in Experimentation at 
Mississippi University for Women to conduct this research 
(see Appendix C). Letters explaining the study and the 
students' role were sent to parents (see Appendix D). Prior 
to data collection, the study was explained to all students 
who were asked to participate, and written consent was 
obtained (see Appendix E). The class period (one hour) and 
location for the survey were decided by each principal.
One class period was taken to complete this self­
administered, 75-item questionnaire, which took 
approximately 35 minutes to complete. The survey was 
administered by this researcher with two specially trained 
assistants. Assistants were taught by the researcher the 
procedure for administering the survey and collecting the 
completed forms. Participants in the high school were 
seated in their assigned classroom seating throughout 
administration of the survey. Students at the middle school 
were surveyed during their gym class and were seated arm 
length apart on bleachers. Teachers were present in the 
room throughout administration of the survey. Students were 
instructed not to communicate with other students during the
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survey. They were given an optically scannable answer 
sheet, containing no personal identifiers, and a sealable 
envelope. Upon completion of the survey, the students were 
instructed to place only the completed answer sheet in the 
envelope provided and seal it. All sealed envelopes were 
placed in a large envelope. Students not participating in 
study were given alternative activity as decided upon by the 
principal and/or instructor. Data were collected during the 
month of May, 1992.
Method of Data Analysis
Data collected from the survey were computerized for 
statistical analysis. Descriptive statistics of frequency 
distributions were used to describe the prevalence of 




The purpose of this research was to examine the 
prevalence of health risk behaviors among adolescents in 
Southwest Mississippi by replicating the study conducted by 
St. Lawrence and Brasfield (1991). The current study 
expanded the sample to include seventh and eighth grade 
students. The following chapter presents the research 
findings, including description of the sample and analysis 
of the data in relation to the research question.
Description of the Sample
The sample consisted of 224 students attending two 
public schools located in the same school district in 
Southern Mississippi. Students were enrolled in Grades 7 
through 12. Subjects ranged in age from 12 to 19 years with 
a mean of 14.9 years. Fifty percent (n = 123) were in the 
lower grades (seventh and eighth) representing early 
adolescent years, while 22.3% (50) were in ninth and 10th 
grades, and 23.7 (53) in the 11th and 12th grades. Of the 
sample, 56.7% (n = 127) were female, while 42.7% (95) were 
male. Subjects' ethnic origins varied: 153 (68.6%)
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Afro-American, 61 (27.4%) Caucasian, 1 (.4%) Hispanic, and 4 
(3%) Other (not designated).
Results of Data Analysis
Data were submitted to descriptive statistical analysis 
to determine the prevalence of health-risk behaviors among 
these adolescents. Overall there was a significant number 
of health-risk behaviors identified in each of the six 
categories on the Youth Health Risk Survey. These data are 
presented by category.
Unintentional and intentional injuries. This category 
included health-risk behaviors related to unintentional and 
intentional injuries. Behaviors related to potential 
unintentional injuries were riding in a vehicle driven by 
someone who had been drinking alcohol or using drugs, 
driving a vehicle after drinking alcohol or using drugs, not 
wearing a seat belt, not wearing a helmet when riding a 
bicycle or motorcycle, and swimming alone in an unsupervised 
area. Behaviors related to potential intentional injuries 
included carrying a weapon, being involved in a physical 
fight, and attempting to commit suicide.
Analysis of unintentional risk behaviors revealed 
almost one half (43.3%) of all students in Grades 7 to 12 
were passengers in vehicles operated by a driver under the 
influence of alcohol. During the past 30 days 30% (18) of 
seventh graders and 40% (28) of eighth graders reported 
riding in a vehicle driven by someone who had been drinking
36
alcohol during the past 30 days. Similar practices were 
reported in the higher grades. Ninth graders, 31.8% (8); 
10th graders, 38.5% (10); 11th graders, 47.6% (10), and 12th 
graders, 53.1% (17) were passengers in vehicles with drivers 
who had been drinking.
Regarding seat belt usage, 97 (43%) of the sample never 
wore seat belts or only rarely did so when riding in a 
vehicle. Students in Grades 7 and 8 reported never using a 
seat belt or rarely doing so [39.6% (21) and 47.2% (33), 
respectively]. Grades 9 to 12 also reported low seat belt 
usage. Fifty-nine percent (13) of ninth graders ; 38.5% (10) 
of 10th graders; 47.6% (10), 11th graders; and 31.3% (10) of 
12th graders reported that they never or rarely used their 
seat belts while riding in a vehicle.
Among all students who rode bicycles, 157 (70.4%) rode 
a bicycle and never wore a helmet. The use of bicycle 
helmets was similar for students in Grade 7, 41 (77.0%) and 
Grade 8, 1 (72.9%). Seventeen students (81.0%) in the ninth 
grades; 16 (61.5%) of the 10th graders; 15 (71.4%) 11th 
graders; and 15 students (71.4%) 12th graders reported never 
wearing a bicycle helmet.
Twenty-seven percent (51) of all students reported the 
risk behavior of weapon-carrying. The prevalence of weapon- 
carrying at least once during the 30 days preceding the 
survey in Grades 7 to 12 were as follows: 30.2% (16)
seventh graders, 27.2% (19) eighth graders, 27.1% (6) tenth
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graders, 23.8% (5) eleventh graders, and 21.8% (7) twelfth 
graders. Of these students, 7.1% (16) said they did so only 
once, 6.3% (14) two or three times, 4.5% (10) four or five 
times, and 9.4% (21) six or more times. Selected data are 
presented in Table 1 which emphasize seventh and eighth 
grade subjects* behaviors compared to the total sample 
behaviors.
Analysis of intentional risk behaviors revealed that 
the prevalence of suicidal thoughts among students in Grades 
7 to 12 for the 12 months preceding the survey was 25.9% 
(58). Over 24% (13) of seventh graders and 27% (19) of the 
eighth graders acknowledged suicidal thoughts. The 
following prevalence of suicidal thoughts were noted among 
Grades 9 to 12: 22.7% (5) of the ninth graders; 23.1% (6)
of the 10th graders ; 28.6% (6) of 11th graders; and 28.1%
(9) of 12th graders. Of the students who reported suicidal 
ideation, 17.4% (39) reported having made a plan. Of the 
students who reported making a plan, 17.0% (9) were seventh 
graders, 21.4% (15) were eighth graders, 7.7% (2) were 10th 
graders, 4.8% (1) were 11th graders, and 25.0% (8) were 12th 
graders. Less than half (32) of the adolescents who made a 
specific plan reported that they actually attempted suicide. 
Suicide attempts that required medical attention were less 
than 6% (12); 7.5% (4) of seventh graders, 7.1% (5) of 
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11 reported no attempted suicide during the past 12 months 
that resulted in an injury requiring medical treatment.
Table 2 highlights suicide ideation and suicidal behavior 
for seventh, eighth, and total grades.
Tobacco, alcohol, and drug use. This category presents 
selected information regarding experimentation and current 
use of tobacco, alcohol, marijuana, and cocaine for the 
sample. More than 50% (141) of all subjects reported having 
experimented with cigarettes. Current cigarette use in 
Grades 7 to 12 was 22.3% (50). Among individual grades, the 
rates of current cigarette use varied: seventh, 24.5 (10);
eighth, 20% (14); ninth, 31.7% (7); 10th, 11.4% (3); 11th, 
33.5 (7); and 12th, 18.7% (6). Experimentation with alcohol 
in Grades 7 to 12 was 65.3% (124). In Grades 7, 8, 9, 10, 
11, and 12, the rates were: seventh, 45.3% (24); eighth,
55.8% (37); ninth, 58.3% (13); 10th, 53.8% (14); 11th, 61.8% 
(13); and 12th, 65.77 (20). Reported recent alcohol use by 
Grade 7 to 12 was 37.5% (84). Each grade reported they had 
consumed alcohol during the 30-days preceding the survey: 
seventh, 37.8% (17); eighth, 41.4% (29); ninth, 36.3% (8); 
10th, 23.1% (6); 11th, 42.9% (9); and 12th, 37.6% (12). At 
least 30% (49) of the total sample reported consumption of 
five or more drinks within a 2-hour time frame one month 
prior to the survey. The percentages of alcohol consumption 
at this rate in Grades 9 to 12 were : ninth, 18.1% (4);
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The percentage of reported alcohol consumption of 5 or more 
drinks within a 2-hour time frame was slightly higher for 
seventh and eighth graders. Table 3 represents seventh and 
eighth grade subjects' use of tobacco, alcohol, marijuana, 
and cocaine use as well as the total sample.
Sexual practice. The following category included 
findings reflecting the prevalence of sexual intercourse, 
contraceptive use, condom use, and sexually-transmitted 
diseases (STD) among the sample. Of all the adolescents in 
Grades 7 to 12, 64.7% (145) reported having had sexual 
intercourse: 54% (29) of the seventh graders; 64.3% (45) of
the eighth graders; 63.6% (14) of the ninth graders; 69.2%
(18) of the 10th graders; 76.2% (16) of 11th graders; and 
71.9% (23) of 12th graders. The percentage of students' 
overall having had sexual intercourse by the age of 12 years 
or less was 22.3% (50). Additionally, 13% (31) of students 
in the overall sample as well as Grades 7 and 8 reported no 
use of birth control.
The incidence of pregnancies reported for Grades 7 to 
12 was 3 (7.6%) for Grade 7, 6 (8.6%) for Grade 8, 3 (14.3%)
for Grade 11, and 2 (6.2%) for Grade 12. Grades 9 and 10
reported no history of pregnancies, but 2 (9.1%) of ninth 
grade subjects reported "not sure" of being pregnant or of 
getting someone pregnant. Among currently sexually-active 
students, 13.9% (31) reported using no contraception (birth 
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during the last sexual intercourse. Lack of contraceptive 
use was reported by the seventh graders, 13.2% (7); eighth 
grade, 13% (9); ninth grade, 9.1% (2); 10th grade, 26.9%
(7); 11th grade, 9.5% (2); and 12th grade, 12.5% (4).
Other sexual practices reported revealed that 8% (19) 
of all subjects had an STD, and among currently sexually- 
active subjects, 55 (24.6%) reported that they or their 
partner did not use a condom during last sexual intercourse. 
The occurrence of STDs and condom use in Grades 9 to 12 were 
as follows: ninth grade, 2 (9.1%) treated for STD, 4
(18.2%) used no condom; 10 th grade, (0) treated for STDs ; 10 
(38.5%) used no condom; 11th grade, 2 (9.5%) treated for 
STDs, 5 (2.8%) used no condom; and 12th grade, 4 (12.5%) 
treated for STDs, and 10 (31.3%) used no condom. Table 4 
presents various sexual practices among Grades 7 and 8 and 
total grades.
Dietary practices. The category of dietary behaviors 
included nutritional and selected weight-management 
practices. Data indicate that 72% (162) of all students had 
no vegetables or salad serving in their diet the day before 
the survey with a similar percentage for each grade : 68.8%
(37), Grade 7; 72.1% (51), Grade 8; 86.3% (19), Grade 9; 
63.4% (16), Grade 10; 73.8% (15), Grade 11; and 76.5% (24), 
Grade 12. More than 50% (127) of all adolescents, including 
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the day before the survey was completed: Grade 7, 30 
(57.5%); Grade 8, 36 (50.7%); Grade 9, 12 (56.8%); Grade 10, 
14 (53.8%); Grade 11, 14 (66.6%); and Grade 12, 20 (64.1%). 
More than 50% of adolescents reported one or more servings 
of fried foods and pastries (cookies, doughnuts, pie, or 
cake) the day before the survey.
Weight management behaviors suggested that less than 3% 
(6) of students in Grades 7 to 12 attempted to lose weight 
using diet pills. The percentages of students using diet 
pills were higher for Grade 7 (5.7%) and Grade 8 (4.3%). 
Another reported method of weight control was self-induced 
vomiting. The overall sample reported using self-induced 
vomiting 2.7% of the time. For seventh graders, the method 
was used less often than with the overall sample, but for 
eighth graders the use of self-induced vomiting was a much 
higher rate (4.3%). Table 5 identifies the nutritional and 
selected weight management practices for seventh, eighth, 
and total grades.
Physical activity. The prevalence of participation in 
physical education classes and/or sports activities by 
students is examined in this category. Of the total sample, 
42.2% (94) reported they were not enrolled in any physical 
education classes: Grade 7, 26%; Grade 8, 21.4%; Grade 9,
63.6%; Grade 10, 65.4%; Grade 11, 47.6%; and Grade 12,
93.8%. Almost half the students (48.2%) reported they did 
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Grade 8, 38.6%; Grade 9, 50%; Grade 10, 61.5%; Grade 11, 
38.6%; and Grade 12, 56.3%. Table 6 reflects exercise and 
sport activities by seventh, eighth, and combined grade 
participation.
Additional Information
Since this study replicated and expanded the St. 
Lawrence and Brasfield (1991) study, the researcher was 
interested in comparing selected risk behaviors with those 
in the original study. Table 7 presents categories of risk 
behaviors that were found to be at a higher occurrence rate 
among students in Grades 7 and 8 and/or the total sample for 
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Early mortality- among youth in the Unites States has 
prompted research to determine precipitating causes. It is 
believed that health-related behaviors are learned early in 
life and persist into adulthood. During this developmental 
period adolescents have adopted coping behaviors which have 
positive and/or negative effects on their lives. These 
behaviors have put adolescents at risk for preventable 
premature death, disease, and social problems. Therefore, 
this study replicated the research by St. Lawrence and 
Brasfield (1991) to further explore the extent and 
prevalence of health-risk behaviors among Mississippi's 
adolescents in Grades 9 through 12, ages 15 to 18 years. 
This current survey expanded the original study to include 
Grades 7 and 8, ages 12 to 14 years. Neuman's System Model 
was used to guide this descriptive study.
This chapter includes a discussion of the findings of 
the survey. The conclusions, implications, and 




Summary of Significant Findings
The sample consisted of 224 students in Grades 7 
through 12 who were selected from two schools in rural 
Southwest Mississippi. Fifty percent of the sample were 
early adolescents. Grades 7 and 8; 22% were middle 
adolescents. Grades 9 and 10; and 24% were late adolescents. 
Grades 11 and 12. The Youth Risk Behavior Survey was 
utilized to identify students' behaviors related to 
unintentional and intentional injures, substance use, sexual 
practices, dietary habits, and physical activity.
Descriptive statistics were used to analyze the data. 
Findings indicated a prevalence of health-risk behaviors 
among early, middle, and late adolescents. The frequency of 
health-risk behaviors did not vary significantly between the 
subjects in Grades 7 and 8 and the overall sample. Students 
engaged in high-risk behaviors in all six categories. The 
findings overall supported the conclusions of St. Lawrence 
and Brasfield (1991) and revealed the prevalence of high- 
risk behaviors even in the early adolescent groups. 
Additionally, there were higher rates for the following 
health-risk behaviors : suicide attempts, suicide attempts
requiring medical treatment, treatment for sexually- 
transmitted diseases, and poor dietary choices.
Discussion
The findings of this study indicate that early, middle, 
and late adolescents engage in a variety of risk-taking
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behaviors. The findings must be interpreted with caution as 
the data collection utilized a cross-sectional approach. 
Considering the impact of maturational alterations, the 
findings may have been different if a longitudinal approach 
had been employed. Discussion relevant to behavioral 
findings is presented by category as indicated on the Youth 
Risk Behavior Survey.
Unintentional injuries. The prevalence rate for 
practices which place adolescents at risk for unintentional 
injuries included 43% for non-seat belt usage, 70% for never 
wearing a bicycle helmet, and 43% for riding with a driver 
under the influence of alcohol. The findings in this study 
are congruent with conclusions in the St. Lawrence and 
Brasfield (1991) study and the GDC (1990) study. The 
similarities in these studies could be attributed to the 
fact that both studies surveyed similar populations with 
comparable age, ethnic background, and sex distribution.
The inclusion of early adolescent subjects, those in the 
seventh and eight grades in this study, did not alter 
findings as these subjects seem to engage in behaviors 
related to possible unintentional injury at the same rate as 
older adolescents. The only significant difference involved 
"swimming alone" as a behavior in which the seventh grade 
subjects rate was almost twice (35%) that of the eighth 
grade (19%) or the total sample (19%) rate. One explanation 
for this finding may be that this age group may go swimming
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more often in unsupervised areas because of lack of access 
to public swimming facilities. On the other hand, younger 
adolescents (14 years) may indulge in more daring 
experiences because they fail to consider inherent dangers.
The only noteworthy behavior relating to unintentional 
injuries was the overall high rate (43%) of being a 
passenger in a vehicle operated by a drinking driver. This 
result may be indicative of a high rate of alcohol use among 
family or friends of these adolescents. Another explanation 
may be that since public transportation is not readily 
available in the setting for this study, adolescents without 
licenses to drive or access to cars depend on those with 
vehicles for transportation. These drivers may be older and 
have increased access to alcoholic beverages, thus exposing 
peers to an unintentional risk.
Intentional injuries. There were significant findings 
regarding weapon-carrying and suicidal behaviors. Twenty- 
seven percent of the sample reported carrying a weapon 
compared to 26% in the St. Lawrence and Brasfield (1991) 
study and 20% in the CDC (1990) study. These results are 
supported by Kulbok, Felton, and Montgomery (1988) who 
identified carrying a weapon as a health-compromising 
behavior in adolescents. This practice was more prevalent 
among the lower grades (seventh and eighth, 30.2% and 27.7%, 
respectively). One reason for this high occurrence may be 
that these young adolescents use a weapon for self-
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protection in gang-related activities. Additionally, the 
practice of weapon-carrying may be a modeled behavior among 
some adolescent groups. Another possible explanation of 
weapon-carrying among these subjects is easy access. Guns 
are commonly found in homes of rural neighborhoods for the 
purpose of hunting, home protection, and target practice.
One fourth of all subjects reported suicidal ideation, 
which supports the 23% finding in St. Lawrence and Brasfield 
(1991) and 27.0% finding in the national CDC (1990) study. 
The rate among those making a plan for suicide was equal to 
the St. Lawrence and Brasfield (1991) and the CDC (1990) 
conclusions. However, the current study revealed an 
increased number (14%) of subjects actually attempting 
suicide, while St. Lawrence and Brasfield (1991) reported 
10% and CDC (1990) reported 8.3%. Attempted suicide rates 
reported by the seventh and eighth graders were 15% for 
seventh and 22% for eighth graders. Also reflected in this 
increased prevalence of suicidal behavior were reported 
attempts of suicide that required medical attention: 
sample, 5.7%; Grade 7, 7.5%; Grade 8, 7.1%; St.Lawrence and 
Brasfield, 3%; and CDC, 2%. One explanation for this higher 
intentional injury pattern may be the breakdown of the 
family unit among this population or the lack of supportive 
peer groups. Both of these situations result in feelings of 
isolationalism and poor self-esteem. Additionally, these 
adolescents may not have developed appropriate coping
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mechanisms due to lack of appropriate modeling systems. 
Again, these postulations can neither be supported nor 
refuted by current research. Only statistical 
identification has been documented (CDC, 1990).
Tobacco, alcohol, and drug use. Prevalence of 
substance use among subjects was lower in this current study 
than in St. Lawrence and Brasfield's (1991) study and 
research by the CDC (1990). Although current cigarette use 
by adolescents is not numerically cited in the literature, 
smoking cigarettes as a prevalent health-risk behavior among 
adolescents is well documented (Feldman et al., 1986; Fisher 
et al., 1991; Kulbok et al., 1988). In this study cigarette 
smoking (22%) was less than figures projected by other 
researchers. Perhaps, the addition of younger subjects 
diluted or reduced the significance of this practice for 
this sample. However, the seventh graders' experimenter 
rate of 62% was comparable to the overall experimenter rate 
of 63%. One needs to interpret this finding with caution as 
it seems that although these adolescents admit to 
experimenting with smoking, they do not consider this 
practice to be a habit of use (Feldman et al., 1986).
One possible explanation for the adolescents' view that 
smoking is not a habit of use is the motivation for the 
behavior. Some adolescents view smoking as a mark of 
independence and growing up. Role modeling may also be a
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factor of consideration; these adolescents may be exposed to 
adults/family members who engage in smoking as a habit.
Experimentation with alcohol and alcohol use among 
adolescents is well documented (Feldman, 1985; Fisher et 
al., 1991; Kulbok et al., 1980). Prevalence among the 
sample of alcohol use (60%) was 20% less than the amount 
cited in both the state (St. Lawrence & Brasfield, 1991) and 
national (CDC, 1990) studies. Current consumption also was 
reported at lesser rates. The use of alcohol by adolescents 
may be associated with the pressing desire to be accepted by 
peers and the feeling derived from this chemical. The 
intake of alcohol also may be used as a method of coping 
with difficult life situations. An example of this 
explanation is that as the stressors associated with 
developmental demands break the adolescent's lines of 
resistance, alcohol consumption is tried to reestablish 
equilibrium (Neuman, 1989).
In the category of substance use. Grades 7 and 8 rates 
were higher than both the current overall sample and that of 
the students in the St. Lawrence and Brasfield study. The 
use of cocaine among seventh and eighth graders was 7.8%, 
while Grades 7 through 12 reported 4.0% use. St. Lawrence 
and Brasfield (1991) reported 5.0% use of cocaine among 
their sample.
Adolescent use of drugs, marijuana, cocaine, and other 
illegal substances were lower overall (6%) than in the St.
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Lawrence and Brasfield (1991) study, and the CDC (1990) 
study. This finding supports the belief that the illicit 
drugs users among adolescents has declined (United States 
Department of Health and Human Services, 1991). Factors 
that possibly attributed to the low prevalence of substance 
use include the implementation of Drug Free School Programs, 
disapproval of drug use by peers and family, and lack of 
ready access to drugs. These factors reinforce Neuman's 
primary prevention model of identifying health-risk 
behaviors and preventing adverse health effects by assisting 
the adolescent to develop healthy practices and patterns 
(1989) .
Participation in such activities as Drug Free School 
Programs established a standard of behavior for adolescents 
at a crucial time of experimentation and initiation of 
patterns of behaviors. Such a program also educates 
students to the potential dangers of substance use, both 
immediate and long-term. Not only does promotion of drug 
free behavior establish a standard, it then becomes 
unacceptable, culturally, among family members and peers.
Small rural settings often pose and add deterrents to 
drug and drug-related activity because of increased law 
enforcement activity in small towns. Financial resources 
also play a significant role in accessing drugs; students in 
such rural settings have limited means to purchase drugs.
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Sexual practices. The rates of sexually-transmitted 
diseases (STDs) were higher in the current study (8.5%) than 
that of the St. Lawrence and Brasfield study (6.0%). In the 
current study Grades 7-8 reported treatment for STDs at a 
rate of 9.1%.
Sexual behavior during adolescence can have several 
negative consequences. Behaviors that predispose subjects 
to pregnancies, HIV infections, and other STDs were 
identified. Those behaviors are as follows : sexually
active by the age of 12 (22.3) or less, lack of condom use 
(24.6), and lack of birth control (13.9). Early adolescents 
revealed earlier initiation of sexual intercourse; 
intercourse (age 12 or less) (32%); sex with two or more 
partners (14%); and an increased incidence of treatment for 
STDs (9%). These expressions of sexuality and consequences 
support the findings of other researchers (CDC, 1990; 
Feldman, 1986; St. Lawrence & Brasfield, 1991). Factors 
possibly influencing early adolescents* sexual activity are 
peer and media pressure, low self-esteem, ignorance about 
healthy boy/girl relationships and sexually- transmitted 
diseases, and the need for love and belonging.
Dietary practices. Two kinds of eating behaviors that 
cause special problems in adolescents are improper eating 
habits which lead to obesity and inappropriate weight 
management (CDC, 1990; Fisher, 1991; Kulbok, 1988). Over 
50% of the subjects chose no vegetables, fruit, or fruit
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juice in a typical day's diet; on the other hand, over 50% 
chose one or more servings of fried food the day before the 
survey. Where there is a choice of food, adolescents do not 
always select wisely. These common risk behaviors may be 
explained by the family unit which may be fragmented both in 
regard to time together and make-up. There is an increase 
in single-parent families and working mothers; the 
traditional home prepared-sitdown together-meal times have 
given away to drive through convenient meals or children 
left to choose for themselves. When left to make an 
uneducated choice, children will pick what is quick to fix 
and tastes good. Health concerns about obesity and 
associated weight management practices such as induced 
vomiting (2.7%) and the use of diet pills (2.7%) revealed 
lower participation rates among subjects in the current 
study and supports the findings in the St. Lawrence and 
Brasfield (1991) study. Even though prevalence was low, 
these weight management problems still exist, possibly due 
to importance of peer acceptance. It is more socially 
acceptable to be slim and have a physically attractive body 
and promote popularity among peers. These adolescents may 
not use diet pills to control weight because of cost or 
accessibility. Self-induced vomiting for weight reduction 
is not acceptable behavior. Through the needs of peer 
acceptance, students may be using more socially acceptable
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avenues of weight reduction such as skipping meals (Fisher 
et al., 1991; Kulbok, 1988).
Physical activity. The findings regarding physical 
activity participation revealed low percentages of students 
engaging in physical education classes, school, or 
community-sponsored sports. These findings were consistent 
with studies by CDC (1990), St. Lawrence and Brasfield 
(1991), and Perry, Griffin, and Murray (1985). A lack of 
adequate physical education classes, extracurricular 
activities (sports), and recreational facilities promote 
patterns of inadequate physical activity among adolescents.
The rural setting in which the study was conducted 
presents limited opportunities for school and community 
sponsored physical activity programs due to decreases in 
school budgets and public funds. Furthermore, the role of 
the family unit in providing support for physical activities 
may be less effective because of the increased numbers of 
single parents and working parent(s) families.
Implications
The Neuman Systems Model is applicable to health-risk 
behaviors of adolescents. Nurse clinicians can intervene at 
the first level of prevention, that of primary prevention. 
Primary prevention is carried out when a stressor is 
identified or suspected. Several stressors have been 
identified among Mississippi adolescents, such as poor 
dietary choices, lack of physical activity, suicidal
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ideation and behaviors, early initiation of unprotected sex, 
experimentation with tobacco, drug and alcohol. The nurse 
clinician attempts to reduce the adolescent's encounter with 
the stressor or else attempt to strengthen the adolescent's 
flexible line of defense to lessen the possibility of a 
reaction (high-risk behaviors). The aim is to strengthen 
resistance to stressors by education, counseling, and 
screening to prevent a reaction to the adolescent, thus 
preventing disease and/or death.
The goal of the Neuman Systems Model is to facilitate 
optimal wellness through maintenance of the client system 
stability. Thus, the Neuman Systems Model was appropriate 
to study adolescent health-risk behaviors in an effort to 
retain client stability for the adolescent through primary 
prevention.
The health problems encountered in adolescence are of 
major concern on the Family Nurse Clinician (FNC) practice. 
It is during this time of initiation and experimentation 
that health practices and patterns are being developed which 
will be utilized in later life. Failure by the FNC to 
identify health-risk behaviors could produce negative, 
lifelong effects on the health of the individual. In order 
to prevent adverse health efforts, the FNC must assist the 
adolescent to develop healthy practices and patterns.
The role of the FNC should include assessing 
adolescents for health-risk behaviors and intervening
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through health education, counseling, and appropriate 
screening. The FNC should serve as advocate for the 
development of health education programs for adolescents, 
parents, and teachers. Additionally, the FNC serves as a 
consultant to parent organizations and community groups.
The empirical support of the prevalence of adolescent 
health-risk behaviors provides the FNC with a data base from 
which to focus primary prevention strategies.
As the prevalence of adolescent health-risk behaviors 
are noteworthy it is essential that nurses today be equipped 
to address the needs of adolescents. The results of this 
study demonstrate the importance of enhancing nursing 
curricula to include health promotion strategies for 
adolescents.
Conclusions
Several conclusions can be derived from the findings in 
this study. The primary conclusion is that health-risk 
behaviors are prevalent among early, middle, and late 
adolescents at similar rates to those in the St. Lawrence 
and Brasfield (1991) study. The inclusion of Grades 7 and 8 
did not alter the outcomes as compared to the original 
study.
Health-risk behaviors among the sample were identified 
in all six categories: unintentional and intentional
injuries, tobacco use, alcohol and drug use, sexual 
behaviors, dietary behaviors, and physical activity. These
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findings are supported by other studies such as CDC (1990), 
Feldman et al. (1986), Fisher et al. (1991), Kulbok et al. 
(1988) and Friedman (1989).
Adolescents in this study ranked higher in intentional 
injuries, substance use, poor dietary practices, and sexual 
behavior than subjects in the St. Lawrence and Brasfield 
(1991) study. Students in Grades 7 and 8 revealed higher 
incidents of suicidal behaviors and substance use than 
students in Grades 9 to 12.
These health-risk behaviors are learned behaviors and 
may partly be a consequence of parental and peer modeling, 
single-parent families, and working-parent families. In 
these cases the basic family unit may have weakened, thus 
failing to train and model healthy behaviors for the 
adolescent. Additionally, economic issues confronting 
schools and community programs lessen the opportunities for 
interventions directed at education and support of the 
adolescent. The adolescent is constantly making decisions 
regarding health promotion and disease prevention; 
therefore, the nurse clinician must assume an advocacy role 
to reduce the health-risk behaviors of these maturing 
adults.
Recommendstions
Based on the findings of this study, the following 
recommendations are made for future research in nursing:
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1. Replication of this study to expand empirical 
evidence of health-risk behaviors.
2. Conduction of research specific to the longitudinal 
effects of health education and counseling on the prevalence 
of health-risk behaviors of adolescents.
3. Conduction of research using the Neuman Systems 
Model as a framework for examining the effects of health 
promotion and disease prevention programs for adolescents.
4. Conduction of a similar study exploring parental 
perceptions of adolescent health-risk behaviors.
5. Development of health promotion and disease 
prevention programs conducted by FNCs for teachers, family, 
and community.
6. Promotion of youth involvement/peer sharing through 
classes, groups, and organizations.
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YOUTH RISK BEHAVIOR SURVEY
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INSTRUCTIONS FOR ADMINISTRATION OF 
YOUTH RISK BEHAVIOR SURVEY
1. This survey is about health behavior. It has been 
developed so you can tell us what you do that may 
affect your health. The information you give will be 
used to develop better health education programs for 
young people like yourself.
2. DO NOT write your name on this survey or the answer 
sheet. The answers you give will be kept private. No 
one will know what you write. Answer the questions 
based on what you really do.
It is important that you answer all the questions and 
do not skip any questions. Questions that are skipped 
will alter the information gathered.
3. Completing the survey is voluntary. Whether or not you 
answer the questions will not affect your grade in this 
class.
4. The questions that ask about your background will only 
be used to describe the types of students completing 
this survey. The information will not be used to find 
out your name. No names will ever be reported.
5. Place all answers on the answer sheet. Fill in the 
circles.
• Use black lead pencil only (No. 2)
• Do NOT use ink or ballpoint pens.
• Make heavy black marks that fill the circle 
completely.
• Erase cleanly any answer you wish to change.
• Make no stray marks on the answer sheet.
6. During this survey, please do not discuss it with your 
classmates.
7. When you finish do not fold your answer sheet. Make 
sure there are no extra pencil markings on the answer 
sheet. Please check to see if all questions have been 
answered and there are no blanks on any questions.
Again ^  not write your name on the answer sheet.
8. Place your answer sheet in the envelope and seal it. 
Give your answer sheet, survey and pencil to your 
teacher.
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YOUTH RISK BEHAVIOR SURVEY
This survey is about health behavior. It has been developed so you can tell us 
what you do that may affect your health. The information you give will be used to 
develop better health education programs for young people like yourself.
DO NOT write your name on this survey or the answer sheet. The answers you 
give will be kept private. No one will know what you write. Answer the questions based 
on what you really do.
Completing the survey is voluntary. Whether or not you answer the questions will 
not affect your grade in this class.
The questions that ask about your background will only be used to describe the 
types of students completing this survey. The information will not be used to find out 
your name. No names will ever be reported.
Place all your answers on the answer sheet. Fill in the circles completely. Make 
sure to answer every question. When you are finished, follow the instructions of the 
person giving you the survey.
THANK YOU VERY M UCH FOR YOUR HELP
H H S ,P H S ,C D C
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INSTRUCTIONS: Read each question carefully. 
Fill in the circle on your answer sheet ttiat 
matches the letter of your answer. CH O O SE THE 
O NE BEST ANSWER FOR EACH Q UESTIO N.
1. How  old are you?
12 years old or younger
13 years old 




18 years old or older
2 What Is your sex?
a. Female
b. Male





e Ungraded or other
4. How  do you describe yourself?
a White - not Hispanic
b. Black - not Hispanic
c. Hispanic
d. Aslan or Pacific Islander
e. Native American or Alaskan Native 
I Other
5. Com pared to other students In your class, 
what kind of student would you say you are?
a. One of the best
b. Far above the middle
c. A little above the middle
d. In the middle
e. A little below the middle
I Far below the middle
g Near the bottom
6. How often do you wear a seat belt when 




Most of the time 
Always
During the past 12 months, how many times 
did you ride a motorcycle?
a. 0 times
b. 1 to 10 times 
c 11 to 20 times
d. 21 to 39 times
0 . 40 or more times
W hen you rode a motorcyle during the past 
12 months, how often did you wear a 
helmet?
a. I did not ride a motorcycle during the 
past 12 months
b. Never wore a helmet
c. Rarely wore a helmet
d. Sometimes wore a helmet
e. Most of the time wore a helmet
f. Always wore a helmet
During the past 12 months, how m any limes 
did you ride a bicycle?
a. 0 times
b. 1 to 10 times
c. 11 to 20 limes
d. 21 to 39 times







When you rode a bicycle during the past 12 
months, how often did you wear a helmet?
a. 1 did not ride a bicycle during the past 12 a. 1 did not carry a weapon during the past
months 30 days
b. Never w ore a helmet b. A handgun
c. Rarely wore a helmet c. Other guns, such as a rifle or shotgun
d. Sometimes wore a helment d. A knife or razor
e. Most of the time wore a helmet e. A club, stick, bat. or pipe
f. Always wore a helmet I. Some other weapon
During the past 30 days, how many times did 
you ride in a car or other vehicle driven by 
someone who had been drinking alcohol?
a 0 times 
b 1 time 
c. 2 or 3 times 
d 4 or 5 times 
e 6 or more times
During the past 30 days, how many times did 
you drive a car or other vehicle when you 
had been drinking alcohol?
a. 0  times
b. 1 time
c. 2 or 3 times 
d 4 or 5 times
e. 6 or more times
During the past 12 months, when you went 
swimming In places such as a pool, lake, or 
ocean, how often was an adult or a lifeguard 
watctiing you?





e. Most of the time 
f Always
During the past 30 days, on how many days 









2 or 3 days 
4 or 5 days
6 or more days
15 During the past 30 days, what one kind of 
weapon did you carry most often?
18.
17.
During the past 12 months, how many limes 
were you in a physical fight?
a. 0 times
b. 1 time
c. 2 or 3 times
d. 4 or 5 limes
e. 6 or 7 times
f. 8 or 9 times
g. 10 or 11 times
h. 12 or more times
The last tim e you were in a physical fight, 
with whom  did you fight?
a. I have never been In a physical fight
b. A total stranger
c. A friend or someone I know
d. A boyfriend, girlfriend, or date
o. A parent, brother, sister, or other family 
m ember
f. Someone not listed above
g. More than one of the persons listed 
above
10. During the past 12 months, how many times 
w ere you In a physical fight in which you 









2 or 3 times 
4 or 5 times
0 or more times
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Sometimes people feel so depressed and 24. Do you think you will try cigarette
hopeless about the future that they m ay consider smoking during the next 12 months?
attempting suicide, that Is. taking some action to
end their own life. a. 1 have already tried cigarette smoking 
b Yes. 1 think 1 will try cigarette smoking
19. During the past 12 months, did you ever during the next 12 months
seriously consider attempting suicide? c. No. 1 think 1 will not try cigarette smoking 
during the next 12 months
a. Yes
b. No 25. How old w ere you when you smoked a 
whole cigarette for the first time?
20. During the past 12 months, did you make a
plan about how you would attempt suicide? a. 1 have never smoked a whole cigarette
b. Less than 9  years old
a. Yes c. 9 or 10 years old
b. No d. 11 or 12 years old
e. 13 or 14 years old
21 During the past 12 months, how many times f. 15 or 16 years old
did you actually attempt suicide? g. 17 or more years old
a. 0 times 26. Have you ever smoked cigarettes regularly.
b. 1 time that is. at least one cigarette every day for 30
c. 2 or 3 times days?
d. 4 or 5 times
e. 6  or more times a. Yes
b. No
22. If you attempted suicide during the past 12
months, did any attempt result In an injury. 27. How old were you when you first started
poisoning, or overdose that had to be treated smoking cigarettes regularly? (at least one
by a doctor or nurse? cigarette every day for 30 days)
a. 1 did not attempt suicide during the past a. 1 have never smoked cigarettes regularly
12 months b. Less than 9 years old
b. Yes c. 9 or 10 years old
c. No d. 11 or 12 years old
e. 13 or 14 years old
f. 15 or 16 years old
The next eight questions ask about cigarette g. 17 or more years old
smoking.
28. During the past 30 days, on how many days
23. Have you ever tried cigarette smoking, even did you smoke cigarettes?
one or two puffs?
a. 0 days
a. Yes b. 1 or 2 days
b. No c. 3 to 5 days
d. 6 to 9  days
e. 10 to 19 days
f. 20 to 29 days
g. All 30 days
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29. During the past 30 days, on the days you 33. During your life, on how many days have you
smoked, how many cigarettes did you had at least one drink of alcohol?
smoke per day?
a. 0 days
a. 1 did not smoke cigarettes during the b. 1 or 2 days
past 30 days c. 3 to 9 days
b. Less than 1 cigarette per day d. 10 to 19 days
c. 1 cigarette per day e. 20 to 39 days
d. 2 to 5 cigarettes per day f. 40 to 99 days
e 6 to 10 cigarettes per day g. 100 or more days
f. 11 to 20 cigarettes per day
g. More than 20 cigarettes per day 34. During the past 30 days, on how many days 
did you have at least one drink of alcohol?
30. During the past 6 m onths, did you try to
quit smoking cigarettes? a. 0 days
b. 1 or 2 days
a. 1 did not smoke cigarettes during the c. 3 to 5 days
past 6 months d. 6  to 9 days
b Yes e. 10 to 19 days
c. No f. 20 to 29 days
g. All 30 days
31. During the past 30 days, did you use
chew ing tobacco, such as Redman, Levi 35. During the past 30 days, on how many days
Garrett, or Beechnut, or snuff, such as did you have 5 or more drinks of alcohol in a
Skoal. Skoal Bandits, or Copenhagen? row. that is. within a couple of hours?
a. No. 1 did not use chewing tobacco or a. 0 days
snuff during the past 30 days b. 1 day
b. Yes. chew ing to bacco  only c. 2 days
c Yes. snuff only d. 3 to 5 days
d. Yes. both chew ing to bacco  and snuff e. 6 to 9 days
f. 10 to 19 days
g. 20 or more days
The next four questions ask about drinking 
alcohol. This includes drinking beer, wine, wine  
coolers, and liquor such as rum. gin. vodka, or
whiskey. For these questions, drinking alcohol The next three questions ask about the use of
does not include drinking a few sips of w ine for marijuana, which is also called grass or pot.
religious purposes.
36. How  old were you when you tried marijuana 
for the first time?
32. How  old w ere you when you had your first
drink of alcohol other than a few sips? a. 1 have never tried marijuana
b. Less than 9 years old
a. 1 have never had a drink of alcohol other c. 9 or 10 years old
than a few sips d. 11 or 12 years old
b. Less than 9 years old e. 13 or 14 years old
c. 9  or 10 years old f. 15 or 16 years old
d. 11 or 12 years old g. 17 or more years old
0 . 13 or 14 years old
f. 15 or 16 years old
g. 17 or more years old
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37. During your life, how many times have you 41 During the past 30 days, how many times did
used marijuana? you use any form of cocaine, including
powder, crack, or freebase?
a. 0 times
b. 1 or 2 times a. 0 times
c 3 to 9 times b 1 or 2 times
d. 10 to 19 times c. 3 to 9 times
e. 20 to 39 times d. 10 to 19 times
f 40 to 99 times e. 20 to 39 times
g. 100 or more times f. 40 or more times
38. During the past 30 days, how many times did 42 During your life, how many times have you
you use marijuana? used the crack or freebase forms of
cocaine?
a. 0 limes
b 1 or 2 times a. 0 times
c. 3 to 9  times b. 1 or 2 times
d. 10 to 19 times c. 3 to 9 times
e. 20 to 39 times d. 10 to 19 times
f. 40 or more times e. 20 to 39 times
f. 40 or more times
39 How  old were you when you tried any form
of cocaine. Including powder, crack, or 43. During your life, how m any ttmeS have you
freebase. for the first time? used any other type of Illegal drug. Such as
LSD. PCP, ecstasy, mushrooms, speed, ice.
- a 1 have never tried cocaine heroin, or pills without a doctor's
b. Less than 9 years old prescription?
c 9 or 10 years old
d. 11 or 12 years old a. 0 times
e 13 or 14 years old b. 1 or 2 times
f 15 or 16 years old c. 3 to 9 times
g. 17 or more years old d. 10 to 19 times
e. 20 to 39 times
40. During your life, how many times have you f. 40 or more times
used any form of cocaine. Including powder.
crack, or freebase? 44. During your life, how many times have you
taken steroid pills or shots w ithout à
a. 0 times doctor s prescription?
b. 1 or 2 times
c. 3 to 9 times a. 0 times
d. 10 to 19 times b. 1 or 2 times
e. 20 to 39 times c. 3 to 9 limes
f. 40 or m ore times d. 10 to 19 times
e. 20 to 39 times
f. 40 or more times
45. During your life, have you ever Injected (shot




46. Have you ever been taught about A ID S /H tV 51. During the past 3 m onths, with how many
infection in school? people did you have sexual intercourse?
a. Yes a. 1 have never had sexual intercourse
b. No b. 1 have had sexual intercourse, but not
c. Not sure during the past 3 months
c. 1 person
47. Have you ever talked about A ID S /H IV d. 2 people
infection with your parents or other adults In e. 3 people
your family? f 4 people
g. 5 people
a Yes h. 6 or more people
b. No
c. Not sure 52. Did you drink alcohol or use drugs before
you had sexual intercourse the last time?
48. Have you ever had sexual intercourse?
a. 1 have never had sexual intercourse
a. Yes b. Yes
b. No c. No
49. How old were you when you had sexual 53. The last tim e you had sexual intercourse, did
intercourse for the first time? you or your partner use a condom?
a. 1 have never had sexual intercourse a. 1 have never had sexual intercourse
b. Less than 12 years old b. Yes
c. 12 years old c. No
d. 13 years old
e. 14 years old 54. The last tim e you had sexual intercourse.
f. 15 years old what one method did you or your partner
g. 16 years old use to prevent pregnancy? (Select only
h. 17 or more years old one response.)
50. During your life, with how m any people have a. 1 have never had sexual intercourse
you had sexual intercourse? b. No method was used to prevent
pregnancy
a. 1 have never had sexual intercourse c. Birth control pills
b. 1 person d. Condom s
c. 2 people e. Withdrawal
d. 3 people f. Some other method
e. 4 people g. Not sure
f 5 people
g. 6 or more people 55. How many times have you been pregnant or
gotten som eone pregnant?
a. 0 times
b. 1 time
c. 2 or more times
d. Not sure
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56. Have you ever been (old by a doctor or 
nurse that you had a sexually transmitted 
disease such as genital herpes, genital warts, 




57. How do you think of yourself?
a. Very underweight
b. Slightly underweight
c. About the right weight
d. Slightly overweight
e. Very overweight
58. W hich of the following are you trying to do?
a. Lose weight
b. G ain  weight
c. S tay the same weight




During the past 7 days, which one of the 
following did you do to lose weight or to 
keep from gaining weight?




d I exercised and dieted
e. I used some other method, but I did not 
exercise or diet
During the past 7 days, which one of the 
following did you do to lose weight or to 
keep from gaining weight?
a. I did not try to lose weight or keep from 
gaining weight
b. I m ade myself vomit
c. I took diet pills
d. I m ade myself vomit and took diet pMIs
e. I used some other method, but I did not 
vomit or take diet pills
The next seven questions ask about food you ate 
yesterday. Think about ail meals and snacks you 
ate yesterday from the time you got up until you 
went to bed. Be sure to Include food you ate at 
home, at school, at restaurants, or anywhere else
61 Yesterday, did you eat fruit?
a. No
b. Yes. once only
c. Yes, twice or more
62. Yesterday, did you drink fruit juice?
a. No
b. Yes, once only
c. Yes. twice or more
63. Yesterday, did you eat green salad?
a. No
b. Yes. once only
c. Yes, twice or more
64. Yesterday, did you eat cooked vegetables?
a. No
b. Yes. once only
c. Yes, twice or more
65. Yesterday, did you eat hamburger, hot dogs, 
or sausage?
a. No
b. Yes. once only
c. Yes, twice or more
66. Yesterday, did you eat french fries or potato  
chips?
a. No
b. Yes. once only
c. Yes, twice or more
67. Yesterday, did you eat cookies, doughnuts, 
pie, or cake?
a. No
b. Yes, once only






On how m any of the past 7 days did you 
exercise or participate in sports activities that 
m ade you sweat and breathe hard, such as 
baskettjall, jogging, fast dancing, swimming 










On how m any of the past 7 days did you do 
stretching exercises, sucfi as toe touching, 
knee bending, or leg stretching?
On how many of the past 7 days did you do  
exercises to strengthen  or to ne your 
m uscles, such as push-ups, sit ups, or 
weight lifting?
a. 0 days a. None
b 1 day b. 1 team
c 2 days c. 2 teams





Yesterday, did you walk or bicycle for at least 
30 minutes at a time? (Include walking or 
bicycling to or from school.)
a. Yes 
b No
72. In an average week when you are in school, 








73. During an average physical education (PE) 
class, how many minutes do you spend 
actually exercising or playing sports?
a. I do not take PE
b. Less than 10 minutes
c. 10 to 20 minutes
d. 21 to 30 minutes
e. More than 30 minutes
a. 0 days
b. t day 74. During the past 12 months, on how many
c. 2 days sports teams run  by your tc h o o l, did you
d. 3 days play? (Do not Include PE classes.)
e. 4 days
f 5 days a. None
9 8 days b. 1 team
h 7 days c. 2 teams
d. 3 or m ore teams
75. During the past 12 months, on how many 
sports teams run by o rgan ization# outside  
of your school, did you play?
APPENDIX B
LETTER REQUESTING PERMISSION FROM 
PRINCIPAL TO CONDUCT STUDY
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Route 3, Box 238-C 
McComb, MS 39648
Dear ___________________  ,
My name is Irene Martin. I am a registered nurse and 
graduate nursing student at Mississippi University for 
Women. As part of my program of study, I am conducting a 
research project. I am interested in the health-risk 
behaviors of adolescents. I would like permission to enlist 
participants for this study from Grades 7-12.
The questionnaires and consent forms have been reviewed by 
the Committee on Use of Human Subjects in Experimentation at 
Mississippi University for Women. The participants will be 
assured of confidentiality and will have been informed of 
their rights as subjects. I have enclosed the 
questionnaires and consent forms for your examination.
I will make an appointment with you to further discuss this 
matter. If you have any questions before that time, my 





APPROVAL OF COMMITTEE ON USE OF HUMAN 
SUBJECTS IN EXPERIMENTATION
84
M i s s i s s i i ’i’i
O n i v e r s h t'OK^OMEN
Vice President ter Academic Affairs 
P.O. Pox W -1603 
(601)329-7142
( o l ' i , M S  19701
July 20, 1992
Ms. Irene J. Martin
c/o Graduate Nursing Program
Campus
Dear Ms. Martin:
I am pleased to inform you tliat the members of the Committee 
on Human Subjects in Experimentation have approved yoUtr fjEopioSed 
study on ”A replicated study of the health bisk behâviotë of 
adolescents living in rural southwest Mississllîpi'* With thé 
recommendation that the teacher give out the survey âhd ëhVëlbi)## 
and not leave the room. The teacher should instruct thë ÉUbjëctd 
to fill out the questionnaire and put it in thê ëhvëlob^d 
themselves. It is suggested that * if possible, cohsbht bë obtâitlëd 
from parents or guardians first hnd that the consërtt ihclUdë â 
brief synopsis of what the questionnaire concerns.
1 wish you much success in your research.
sincerely,




CCÎ Mr. Jim Davidson 
Ms. Jeri England 
Dr. Barrar 
D r . Rent
APPENDIX D 
CONSENT FORM FOR PARENTS
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Consent Form for Parents
My name is Irene Martin. I am a registered nurse and 
graduate nursing student at Mississippi University for 
Women. As part of my program, I am conducting a research 
study. I am interested in health-risk behaviors of 
adolescents. This study will identify health-risk behaviors 
practiced by adolescents that lead to premature disease 
and/or death. This study will gather information about 
vehicular safety, recreation, physical conditioning, teenage 
violence, suicide, substance use, nutrition, and sexual 
behavior which is relevant to teenage pregnancy and sexually 
transmitted disease. I am requesting permission for your 
son/daughter to participate in this study. Participation in 
the study includes completing a questionnaire which takes 
about 30 minutes. Participation is entirely voluntary, and 
your son/daughter may refuse to answer any specific 
questions or stop answering the questionnaire at any time. 
Your son/daughter *s participation or nonparticipation will 
have no effect on his/her grades or status at school.
If you have any questions regarding this study, please 
contact Irene Martin, Route 3, Box 238-C, McComb,
Mississippi (Telephone: 601/249-3767).
Yes, my child may participate in this study.





STUDENT INFORMED CONSENT FORM
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Student Informed Consent Form
My name is Irene Martin. I am a registered nurse 
attending graduate school at Mississippi University for 
Women. I am conducting research on adolescent health 
behaviors. The study requires completion of a 
questionnaire. The information obtained from the 
questionnaire will be used to identify health-risk behaviors 
and formulate health teaching plans for this age group.
This questionnaire is not a test; therefore, there is no 
pass or fail, and it does not interfere with your school 
grades. The choice to participate or not to participate in 
the study is left to each individual student and will not 
affect your school performance in any way. You may withdraw 
from the study at any time up to the analysis of data; 
however, your cooperation would be most appreciated.
I have read the above statements. I understand that this 
study will not interfere with my school performance.
Yes, I will participate.
Signed :______________________________ ____________
Date :
